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INTRODUCTION:  The  Tailgut  cyst  (cystic  hamartoma)  is  an  uncommon  congenital  disease  of  presacral
retrorectal  space  and  is  embryologically  part  of  some  forms  of enteric  cysts.  It is a benign  malformation,
although  cases  have  been  described  in neoplastic  degeneration.
PRESENTATION  OF  CASE:  A  caucasian  24 year  old  female  presented  shortly  after childbirth  with  hypogastric
abdominal  discomfort  associated  with  rectal  tenderness,  bleeding  and  moderate  urinary  symptoms  for
about three  weeks.  No  previous  similar  episodes  were  reported.  The  patient  was  not  suffering  from
haemorrhoids  or inﬂammatory  disease  of  the  gastrointestinal  tract.
Clinical  examination  revealed  no  signiﬁcant  abnormalities  or in  the  perianal  area  and  gluteal  surface.
Digital rectal  examination  was  suspicious  of  the  presence  of  a presacral  retrorectal  mass.  However,
it  could  not  exclude  a trans-sphinteric  perianal  ﬁstula.  There  was  no  ﬁstulous  communication  with  the
exterior and the  pain  seemed  to be more  pronounced  in the  rectum.
MRI, which  has  a diagnostic  accuracy  of 76–100%  for the  detection  of  any  perianal  ﬁstulae,  was  per-
formed  and  demonstrated  the  presence  of  a retrorectal  cystic  hamartoma  (Tailgut  cyst).
DISCUSSION:  The  most  common  retrorectal  space  cystic  lesions  includes  epidermoid  cysts,  dermoid  cysts
and  enteric  cysts.  It presents  with  pelvic  pain,  and  sometimes  with  local  abscess,  secondary  to  a sinus
cyst.  There  can  also  be a communication  between  Tailgut  cyst  and  ﬁstula;  in the  absence  of primary
infection  may  develop  postinﬂammatory  ﬁbrosis.  Radiological  investigation  is carried  out  by  TRUS,  CT
and MRI. During  MRI,  on T1-weighted  images,  the signal  intensity  may  change  from  hypointense  to
hyperintense  as  protein  concentration  increases,  as well  as  in  the  case  of bleeding.  On  T2-weighted
images,  signal  intensity  of  mucinous  ﬂuids  can  decrease  from  highly  hyperintense  to hypointense  with
increasing  protein  concentration  and  viscosity.
CONCLUSION:  MRI  is  a  non-invasive  useful  imaging  investigation  with  high  diagnostic  accuracy  when  a
retrorectal  cyst  is suspected.  Despite  its rarity,  Tailgut  cyst  should  be considered,  both  for  acute  com-
plications,  like infection  or bleeding,  and for  the risk,  however  infrequent,  of neoplastic  degeneration.
©  2014  The  Authors.  Published  by Elsevier  Ltd.  on behalf  of  Surgical  Associates  Ltd.  This  is  an  open
access  article  under  the  CC  BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/3.0/).. IntroductionA Tailgut cyst (cystic hamartoma) is a uncommon congeni-
al disease of presacral retrorectal space and is embryologically
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although cases have been described in neoplastic degeneration.1,2
It consists of several variants of the intestinal epithelial tis-
sue, most often by columnar epithelium.3 Usually asymptomatic,
rarely it causes local rectal compression, constipation and urinary
disorders.4–6
The main complications are bleeding, infection and malignant
degeneration.5–8
Magnetic Resonance Imaging (MRI) is a useful technique to eval-
uate pelvic disorders because of its multiplanar imaging capability
and its good soft tissue contrast.
Computed Tomography (CT) and Transrectal Ultrasound (TRUS)
may  be useful.
s Ltd. This is an open access article under the CC BY-NC-ND license
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Fig. 1. (a) and (b) Tailgut cyst in 24 years old women: T1-weighted cross-sectional
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Fig. 2. (a)–(c) Tailgut cyst in 24 years old women: T2-weighted cross-sectionalmage (a) shows a hypointense, well-deﬁned cystic lesion in the retrorectal space
arrow). Contrast-enhanced T1-weighted cross-sectional image with fat signal sup-
ression (b) shows a slight peripheral uptake of Tailgut cyst (arrow).
. Presentation of case
A caucasian 24 year old female presented shortly after child-
irth with hypogastric abdominal discomfort associated with rectal
ain, bleeding and moderate urinary symptoms. No previous sim-
lar episodes were reported. The patient was not suffering from
aemorrhoids or inﬂammatory disease of the gastrointestinal tract.
Laboratory tests, including serological markers (HCG, CA-125,
EA, CA 19.9) were negative.
No signiﬁcant abnormalities were observed in the perianal area
nd gluteal surface during clinical examination. Digital rectal exam-
nation was suspicious of the presence of a presacral retrorectal
ass. However, it could not exclude a trans-sphinteric perianal ﬁs-
ula. There was no ﬁstulous communication with the exterior and
he pain seemed to be more pronounced in the rectum.
MRI, which has a diagnostic accuracy of 76–100% for the detec-
ion of any perianal ﬁstulae, was performed. It was  decided by
utual agreement with the patient not to perform TRUS.
MRI  exam (Fig. 1a and b; Fig. 2a–c) identiﬁed a cystic elongated
ass with seromucinous content, formed by small cysts grouped
image (a), T2-weighted sagittal image (b) and coronal image (c) with fat signal sup-
pression, shows a hyperintense, multilocular cystic lesion in the retrorectal space
(arrow).
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ogether in a honeycomb pattern with several internal septa, which
ppears hypointense on T1-weighted images and hyperintense on
2-weighted and on T2-weighted images with fat signal suppres-
ion (Spair).
There was no communication with the rectum and no signs
f oedema or inﬂammatory hyperemia, or any ﬁstula through the
ectal wall.
Then presence of a before Tailgut cyst was suspected. The patient
as operated on and histological examination conﬁrmed the sus-
icion detected in MRI.
. Discussion
The most common retrorectal space cystic lesions includes epi-
ermoid cysts, dermoid cysts and enteric cysts.
Tailgut cyst (also called cystic hamartoma or mucin-secreting
yst), like rectal duplication cyst, is included on enteric cysts
lassiﬁcation.9
They are more common in middle-aged women but they may
ffect individuals of all ages, male female ratio of 3:1.
A Tailgut cyst is an uncommon developmental lesion thought to
rise from the embryonic postanal gut, well described by Hjermstad
t al. at the Armed Forces Institute of Pathology in a series of 53
ases.10,11
It often consists of columnar cells, squamous, transitional, or a
ombination histology. They are mucin-secreting cells.4
The clinical presentation is variable. Usually half of the cases
re asymptomatic and are discovered only incidentally.11 It often
epends on the size and the relationships with the adjacent struc-
ures.
Infections are the most frequent (40–50%). It presents with
elvic pain, and sometimes with local abscess, secondary to a sinus
yst. There can also be a communication between Tailgut cyst and
stula; in the absence of primary infection may  develop postin-
ammatory ﬁbrosis.5–7
Rectal bleeding is less frequent in Tailgut cyst, and it may
ccur more commonly in rectal duplication, which produce gas-
ric ectopic tissue type; bleeding is most often secondary to
nfection.6–12
Malignant degeneration has been described but is very uncom-
on  and represents about 7% of enteric Tailgut cyst.1,2,13
Radiological investigation is carried out by TRUS, CT and MRI.
TRUS may  help to see multilocular cystic lesions in the presence
f a ﬂuid with a mucinous character.1
CT shows a more or less conspicuous retrorectal mass with
ater or soft tissues density, depending on the cystic content.1,14,15
During MRI, on T1-weighted images, the signal intensity may
hange from hypointense to hyperintense as protein concentration
ncreases, as well as in the case of bleeding. On T2-weighted images,
ignal intensity of mucinous ﬂuids can decrease from highly hyper-
ntense to hypointense with increasing protein concentration and
iscosity (Fig. 1a and b; Fig. 2a–c).16–18
In the case of cystic degeneration, the images appear with
ow signal both in T1 than in T2-weighted images. Septa appear
ypointense in T2-weighted images.
It is important to diagnose Tailgut cyst because they may
ndergo a malignant degeneration, although in very low percent-
ges (<5%).2
Tailgut cyst should be distinguished from other presacral cysts
nd masses, such as epidermoid cyst, dermoid cyst, anal gland cyst,
ystic meningocele and lymphangioma, but especially from rec-
al duplication cyst.11,13 Rectal duplication cyst is uncommon (5%
f duplication cysts); the differential diagnoses from Tailgut cyst,
ould be made according to three histological criteria: the rectal
uplication cysts are in continuity or contiguity with the rectum,
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have a mucosal lining similar to the rectal mucosa (with islands
of ectopic tissue) and are located between two  layers of smooth
muscle.
However, it may develops, less than Tailgut cyst, to malignant
degeneration.
Several authors argue the importance of differential diagnosis
with ovarian cancer.19
Usually cystic lymphangioma or Tailgut cyst is multiloculated,
unlike other retrorectal diseases.
MRI  is suitable for preoperative evaluation of Tailgut cyst and
improves tissue characterization because of its high contrast reso-
lution between different tissue compartments.20 However, biopsy
histology, which is still the gold standard, is often necessary.
4. Conclusion
MRI  is a non-invasive useful imaging investigation with high
diagnostic accuracy when a retrorectal cyst is suspected. Despite
its rarity, Tailgut cyst should be considered, both for acute com-
plications, like infection or bleeding, and for the risk, however
infrequent, of neoplastic degeneration.
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